A 54-year-old woman with a history of hypothyroidism, systemic hypertension, and an electrocardiogram showing left ventricular hypertrophy with repolarization abnormality underwent mastectomy and chemotherapy with doxorubicin for carcinoma of the breast with pulmonary metastases. Soon thereafter she became dyspneic, and the dyspnea persisted over the next 6 years despite treatment for cardiac failure.
felt in the left anterior axillary line, where a prominent mitral regurgitation murmur and third heart sound were heard. Th ere was 1+/4+ sacral and ankle edema.
The upright posteroanterior chest radiograph showed marked generalized cardiomegaly, prominent upper lobe vessels, and a large pulmonary trunk and pulmonary arteries.
An electrocardiogram demonstrated sinus tachycardia at a rate of 110 beats/minute, remarkably tall and broad P waves with an unusual dart-and-dome confi guration in lead V 1 indicating biatrial enlargement, and incomplete left bundle branch block with left axis deviation of the QRS complex (Figure 1 after the drug is stopped. More ominous is our patient's dosedependent chronic cardiotoxicity resulting in a degenerative cardiomyopathy with cardiac failure that is diffi cult to treat (1). Although there has been no evidence of recurrence of her cancer, it has been only 6 years since her surgery and chemotherapy. Although that would be suffi cient time to claim a permanent cure with many cancers, that is not the case with breast cancer, and getting her a new heart, which is what she needs, will be a hard sell. month later the sinus rate had slowed to 77 beats/minute, the P waves had returned to an equally striking but more usual confi guration of biatrial enlargement, and the left bundle branch block was complete (Figure 2 ). An echo/Doppler study documented four-chamber cardiac enlargement with a left ventricular ejection fraction of 15% (reference, > 55%), a plethoric inferior vena cava indicating right atrial hypertension, severe mitral and tricuspid regurgitation, and a pulmonary arterial systolic pressure of 50 mm Hg (reference, 15-30 mm Hg).
Doxorubicin can produce an early cardiotoxicity with myopericarditis that is not dose related and usually resolves quickly Figure 1 . The sinus rate has slowed, a single ventricular premature complex has appeared, left bundle branch block is now complete, and P-wave morphology has changed. See text for further explication.
